The single commonest mistake made by clinicians with regard to contact allergy is not considering the diagnosis. Although many cases of contact allergy arise from direct contact of the skin by the allergen producing dermatitis at the exact site, there are many different and subtle other ways in which contact allergy can present. Without an awareness of these different manifestations, many cases of contact allergy will be missed or misdiagnosed. A simple classification is given hereafter, with some examples. This classification is aimed as a practical rather than academic exercise. It is therefore not primarily based on taxonomical or immunological classification. Rather, it is primarily based on the mode of clinical presentation, therein acting as a potential practical ''aide memoire'' for the clinical dermatologist. The tables and references are also designed as a reference for the clinical dermatologist. We acknowledge that some of the reported cases/complications are not universally accepted, especially complications such as joint loosening and joint failure from allergy to implanted metals.
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Direct Exposure/Contact Dermatitis
A patient with contact allergy usually has a history of direct exposure to the causative allergen(s) and a clinical history of compatible dermatitis, together with a positive reaction on patch testing. The examples are as follows:
& ACD to earrings, necklaces, and rings caused by nickel/cobalt & ACD to rubber chemicals and chromate in leather causing glove dermatitis & ACD to rubber, chromate, and para-tertiary-butylphenol-formaldehyde resin causing shoe dermatitis & ACD to colophonium causing adhesive plaster reaction & ACD to hair dye & ACD to lanolin in lipstick causing cheilitis & ACD to topical agents in medicaments
Mimicking or Exacerbation of Pre-existing Eczema
Allergic contact dermatitis can mimic and/or exacerbate preexisting eczema (sometimes, it can be hard to distinguish between these). These patients usually present with difficult-to-treat or worsening rashes. The examples are the following:
& ACD can sometimes present with a seborrheic pattern or worsening seborrheic dermatitis, for example, ACD to methylisothiazolinone (MI) (Pongpairoj, unpublished data, 2015) , isothiazolinone derivatives, 3 methyldibromo glutaronitrile, 4 Parthenium, 5 and ACD to nail varnish allergy, which can present with seborrheic dermatitisYlike lesions. 6 A case of propylene glycol and dodecyl gallate contact allergy 7 and a case of ACD to propyl gallate and pentylene glycol in emollient cream 8 presented with exacerbation of seborrheic dermatitis.
& Six patients complaining of worsening of their seborrheic dermatitis were found to be allergic to their steroid medicaments.
9
& A child who had been sensitized with MI from wet wipes presented with ACD to airborne MI exposure from freshly painted walls in a new apartment with an apparent worsening of his flexural atopic dermatitis. 10 A similar case of MI allergy from airborne exposure mimicking atopic dermatitis has also been described.
11
& Six cases of atopic eczemaYlike dermatitis were triggered/exacerbated by occupational irritant and/or ACD.
12
& Five patients who had history of childhood atopic dermatitis had exacerbation of atopic eczema after repeated chemical exposure, either from their occupations in adulthood or using cosmetics in their teenage years. 
By Proxy
Allergic contact dermatitis ''by proxy, '' also known as ''consort or connubial dermatitis, '' represents a contact dermatitis to an allergen via exposure through another individual. The routes of exposure can be via direct contact with other people, airborne, or even from contaminated clothes and beds. 23 Occupational sources (eg, work clothes soiled with epoxy resin 24 ) are occasionally reported. The patients with ACD by proxy are usually highly sensitive to the causative agent(s). Clinical presentation can be either classical or atypical. Eczema, 25 nummular eczema, pseudolymphomatoid rash, 26, 27 and plaques 28 have been reported. The lesions may present with a bizarre pattern and can be either generalized or unilateral. 
Mimicking Angioedema
Severe facial ACD can mimic angioedema. Both conditions may have a short onset from time of exposure, and both may have facial edema as their dominant initial characteristic. However, severe facial ACD will usually take longer (several days) to resolve, usually with the appearance of epidermal changes such as desquamation. Positive patch tests, together with negative skin prick test and normal serum IgE level will indicate that the angioedema-like lesions are caused by ACD rather than immediate hypersensitivity reaction (type 1 hypersensitivity). The patients may be exposed through direct exposure, airborne, or inhaled exposure. Reported causative agents include the following:
& para-phenylenediamine (PPD) 32 
Airborne Contact Dermatitis
Airborne contact dermatitis 41, 42 is a common type of contact dermatitis, which is caused by contact allergens and/or irritants in the air. These agents may be in the forms of fibers, dust particles, sprays, vapors, or gases. Plant allergens, for example, Compositae and Parthenium, are also commonly present with airborne ACD. Skin reactions that have been reported include eczema, acne, exfoliative dermatitis, fixed drug eruption, hyperpigmentation and hypopigmentation, lichenoid dermatitis, lymphomatoid contact dermatitis, pellagra-like lesions, purpura, pustular reactions, telangiectasia, erythema multiformeYlike eruptions, erythroderma, photocontact urticaria, and phototoxic and photoallergic contact dermatitis. The distribution of rashes is usually symmetrical. The periorbital areas, face and neck, or all exposed sites are usually involved. Eyelids are particularly susceptible and may be the only affected site. However, allergens may be trapped with sweat and cause reactions under clothing; thus, cutaneous lesions can rarely be found on both exposed and covered areas.
The principle allergens described in airborne contact dermatitis are as follows:
A potential diagnostic pitfall is airborne irritant contact dermatitis, which can be mistaken for or difficult to differentiate from airborne ACD. 43 Photoinduced Contact Dermatitis A. Photoallergic Contact Dermatitis 44, 45 Patients with photoallergic contact dermatitis usually present with sharply demarcated, symmetrical eczematous lesions on sun-exposed areas. The sparing of shadowed regions, such as eyelids, retroauricular, and submandibular areas, is an important clue to differentiate from airborne contact dermatitis. Unilateral rash is possible if a photoallergen is applied only on 1 side, asymmetrical exposure to the light, or by proxy. Other clinical features, including erythema multiformeYlike reaction, leukomelanoderma, lichenoid photosensitive dermatitis, urticaria, and purpura, have been reported. Fever, rigors, diarrhea, and abnormal liver function may be found. Some patients with photoallergic contact dermatitis may follow with persistent light reaction. Reported contact photoallergens include the following: 50, 51 In addition, individuals with chronic actinic dermatitis are at risk of developing multiple contact and photocontact (principally sunscreen) allergies. 52 
Systemic Contact Dermatitis
Systemic exposure to a specific allergen in a sensitized individual can cause reactions, known as ''systemic contact dermatitis.'' 53 A variety of clinical manifestations with the responsible allergens include the following: after receiving a homeopathic therapy containing gold in a goldallergic patient 55 & reappearing or flare of the previous sites of ACD and/or previous patch test reactions (eg, sesquiterpene lactone, budesonide inhalation, 56 nickel, and gold 57 )
& widespread eczema (eg, rosin in a dental product 58 )
& erythroderma (eg, urushiol/lacquer in health foods 59 )
Noneczematous Contact Dermatitis
Allergic contact dermatitis can present with several clinical patterns other than eczematous lesions as shown in Table 1 .
Contact Urticaria
Patients with contact urticaria 133, 134 present with wheals and flares occurring within 30 minutes after exposure to an external substance. Some agents, for example, cinnamal, can cause both nonimmunological and immunological contact urticaria. Then, the lesions are totally clear within hours without residual signs. Systemic symptoms can be found in ''contact urticaria syndrome, '' including rhinoconjunctivitis, asthmatic attack, and orolaryngeal and gastrointestinal symptoms. Anaphylaxis and anaphylactoid reactions are rarely observed in severe cases. The following allergens are reported as causing contact urticaria: , and sodium metabisulfite 132 The patients presented with chronic, recurrent hand 146Y149 and/or forearm eczema. 150 
Respiratory/Mucosal Symptoms
Contact sensitization to a particular allergen may lead to airway hyperresponsiveness.
& Many cases of allergic asthma were reported in association with allergy to acrylates in beauticians. 151 In addition, there are reported cases related to fragrance mix I, 152 to mint, 153 to nickel, 138 and to isocyanate.
140
& ACD to black henna hair dye 154 and ACD to MI can cause severe reactions with respiratory compromise. 34 & Airborne ACD to ammonium persulfate in a hairdresser can present with rhinitis and bronchial asthma.
155
& Respiratory allergy associated with hypersensitivity to polyfunctional aziridine hardener in water-based paints and inks has been reported.
156
& Asthma of a 3-year-old boy was treated with inhaled budesonide to which he developed airborne ACD. On exposure to budesonide, he developed both conjunctivitis and facial dermatitis. 157 
Oral Contact Dermatitis
The clinical manifestations of oral contact allergy vary, including mucosal dryness, burning mouth syndrome, perioral dermatitis, cheilitis, stomatitis, lichenoid reaction, and orofacial granulomatosis.
158Y161
Furthermore, urticaria, rhinorrhea, and perianal dermatitis have been reported. Life-threatening conditions, such as laryngeal swelling, anaphylaxis, and cardiac arrhythmias, may occur. 162 The causative allergens and their clinical presentations are shown in Table 2 .
Erythroderma/Exfoliative Dermatitis
Erythroderma/exfoliative dermatitis can be a clinical manifestation of direct exposure/contact dermatitis, airborne contact dermatitis, and systemic contact dermatitis as shown in Table 3 . 193 Exfoliative dermatitis from ethylenediamine 194 Exfoliative dermatitis from valiya narayana thailam (an ayurvedic oil used in aromatherapy) 195 Airborne contact dermatitis Airborne Compositae dermatitis from ragweed 196 and Parthenium dermatitis 197, 198 Systemic contact dermatitis Urushiol/lacquer in health foods 59 
Minor Forms of Presentation
These include hair loss, 199, 200 increased hair growth, 201 xanthelasma palpebrarum, 202 and tattoo reactions. 203 In addition, ACD mimicking other skin diseases, such as basal cell carcinoma, 204 prurigo nodularis, 205, 206 actinic prurigo, 207 psoriasis, 208Y210 lichen nitidus, 211 1-hand 2-feet syndrome, 212 folliculitis decalvans, 213 lupus erythematosus, 3 drug eruption, 214 and cutaneous infection (recurrent carbuncles and abscesses) 215 have been reported. Some strong sensitizers, proposed term ''super contact allergens, '' can cause sensitization after a single exposure. 216 The patients present with delayed onset of reactions up to 14 to 28 days. 
217,218
Nondermatological/Nonmucosal Manifestations Allergic contact dermatitis can sometimes present with signs and symptoms other than skin and mucosa as shown in Table 4 . 
